INTRODUCTION
Risk Factors for Recurrent High-Risk Polyps lance guidelines appears to be needed.
Previous studies of recurrent high-risk polyps have defined the index colonoscopy as one or more adenomas or negative finding. [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] However, we thought it necessary to evaluate the recurrence of high-risk polyps after an index colonoscopy finding of high-risk polyps. Therefore, we compared patients who had recurrent high-risk polyps with those with low-risk or no polyps during surveillance after an index colonoscopy with high-risk polyps. We then evaluated risk factors for recurrent high-risk polyps. Identification of more relative risk factors is important for adequate surveillance of high-risk polyps and will contribute to lower healthcare costs.
MATERIALS AND METHODS
Among 5472 patients who underwent more than two colonoscopies from 2005 to 2011 at Severance Hospital, 2672 patients had polyps found during their first colonoscopy. Of these, we enrolled 434 consecutive patients with high-risk polyps (adenoma ≥10 mm, ≥3 adenomas, ≥20% villous histology, or HGD) during first colonoscopy. The following clinical data were collected retrospectively from medical records: 1) patient characteristics including gender, age, body mass index, family history of colorectal cancer (CRC) or polyps, and personal history of aspirin and/or nonsteroidal anti-inflammatory drug (NSAID) use; 2) procedure information including bowel cleanliness, endoscopist experience, colonoscopy withdrawal time, pres- 15 Endoscopists were classified as experienced (>1000 colonoscopic cases) or inexperienced (≤100 colonoscopic cases). Withdrawal time was defined as time required for withdrawal of the colonoscope from cecum to anus, including polypectomy. We evaluated all removed polyps without disuse. Polyp size was determined by comparison with an open biopsy forceps. In cases with multiple polyps, polyp size was defined as size of the largest polyp. Location was categorized relative to the splenic flexure: 1) right colon (cecum, ascending and transverse colons) or 2) left colon (rectum, sigmoid and descending colons). In cases with multiple polyps, polyp location was defined as that of the index adenoma. Index polyp was based on the largest polyp, or polyps with HGD or villous histology if all polyps were <1 cm. 16 Baseline colonoscopy was defined as the first colonoscopy showing a high-risk polyp. For patients examined in less than 6 months of the baseline colonoscopy, the additional polyps were included as part of the baseline colonoscopy. Surveillance colonoscopy was defined as a colonoscopy repeated within more than 1 year of the index colonoscopy. To evaluate factors affecting recurrence of highrisk polyps after a previous colonoscopy finding of high-risk polyp, patients with recurrent high-risk polyps were compared with those who had low-risk or no polyps during surveillance after an index colonoscopy with high-risk polyps.
Patient characteristics are presented as mean±standard deviation or n (%), as appropriate. The independent t-test or MannWhitney U test was used to compare continuous variables, and χ 2 test or Fisher's exact test was used to compare categorical variables. Multivariate logistic regression was performed to 
RESULTS

Baseline characteristics
A total of 434 patients (336 men, 98 women) underwent surveillance colonoscopy after a previous colonoscopy finding of high-risk polyp. Baseline characteristics of the patients are summarized in Table 1 . Mean age was 61.0±8.6 years, and mean follow-up was 17.6±9.6 months. Recurrent high-risk polyps during surveillance colonoscopy were observed in 51 (11.8%) patients. Initial colonoscopy results of 51 patients with recurrent high-risk polyps were compared with those of 383 patients with low-risk or no polyps during surveillance. Gender, bowel preparation, withdrawal time, and polyp number were different between two groups.
Factors associated with recurrent high-risk polyps
We analyzed risk factors of recurrent high-risk polyps using logistic regression ( Table 2) . Results of univariate and multivariate analysis showed that male gender, poor bowel preparation, and a higher number of adenoma were independent risk factors for recurrence (p=0.047, 0.01, and <0.001, respectively). Endoscopist experience and polyp size, location, and pathology were not risk factor of recurrent high-risk polyps.
Detection rate of recurrent high-risk polyp in cases without three risk factors
We evaluated the recurrence rate of high-risk polyp in cases without the three risk factors described above (Table 3) . Recurrence rates of high-risk polyps for the non-risk factors such as female gender, proper bowel preparation, and 1-2 polyps were 5.0%, 9.6%, and 3.2%, respectively. Evaluation of combinations of non-risk factors showed that the recurrence rate of highrisk polyps decreased by 3.7% in females with proper bowel preparation, 3.0% in females with 1-2 polyps, and 1.9% for males with proper bowel preparation and 1-2 polyps. Recurrent high-risk polyps were not observed in patients with all three non-risk factors.
Comparison of polyp characteristics between high-risk polyps in initial colonoscopy and those in surveillance colonoscopy
High-risk polyps that recurred during surveillance had increased numbers of small adenomas, low-risk pathology, and examinations. However, colonoscopy is not always performed optimally. Therefore, polypectomy surveillance guidelines should consider not only polyp characteristics but also factors related to the procedure and patient. In this study we identified for the first time the following risk factors related to recurrence of high-risk polyps during surveillance: male gender, poor bowel preparation, and higher number of adenoma.
The 2012 post-polypectomy surveillance guidelines established by the United States Multi-Society Task Force (USMSTF) recommended repeat colonoscopy within 1 year if the bowel preparation was poor. 4 Poor bowel preparation occurs in >20% of all colonoscopic examinations. [17] [18] [19] Previous studies reported that the rate of missing advanced neoplasia was 18-27% after colonoscopy with poor bowel preparation. 20, 21 In the present study, 82 of all patients (18.9%) had poor bowel preparation and the mean interval of repeated colonoscopy was 1.5 years. Nineteen of 82 patients (23.2%) with poor bowel preparation underwent repeated colonoscopy within 1 year. The rate of poor bowel preparation for patients with recurrent high-risk polyps was higher than that of patients with low-risk or no polyps during surveillance (33.3% vs. 17.0%, respectively). Therefore, patients with poor bowel preparation and high-risk polyps need a shorter surveillance interval.
Martínez, et al. 13 and Bonithon-Kopp, et al. 14 earlier reported that the risk of high-risk polyps during surveillance was higher among male. In addition, USMSTF guidelines added male gender as a risk factor for high-risk polyps. 4 The present study also found that male patients were more likely to have recurrent high-risk polyps than low-risk or no polyps during surveillance. Thus, male gender is an independent risk factor for recurrent high-risk polyps, as well as occurrence of high-risk polyps.
The pooling of eight prospective studies with the finding of adenomas at baseline colonoscopy revealed that with each adfewer total adenomas, but did not differ in location compared with polyps found during initial colonoscopy (Table 4) . Of the 434 patients with high-risk polyps, 304 patients had adenomas ≥10 mm (70.0%), 284 patients had >3 adenomas (57.1%), and 247 patients had high-risk pathology such as villous histology or HGD (56.9%) (Fig. 1) . Rates of recurrence for highrisk polyps was 28/304 (9.2%) patients with adenoma ≥10 mm, 45/284 (15.8%) patients with >3 adenomas, and 22/247 (8.9%) patients with high-risk histology. In addition, 96.4% of patients with high-risk polyps with adenoma ≥10 mm at initial colonoscopy had recurrent high-risk polyps with adenomas ≥10 mm, 66.7% of patients with high-risk polyps with >3 adenomas had recurrent high-risk polyps with >3 adenomas, and 100% of patients with high-risk polyps with high-risk pathology had recurrent high-risk polyps with adenoma ≥10 mm. In cases of high-risk pathology, recurrence rates of high-risk polyps were 7/83 (8.4%) patients with villous histology and 15/165 (9.1%) patients with HGD (data not shown).
DISCUSSION
The present study is novel in that the baseline colonoscopy finding was high-risk polyps, whereas most previous studies defined index colonoscopy as one or more adenomas or negative finding. [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] We compared patients with recurrent high-risk polyps with those who had low-risk or no polyps during surveillance. In addition, we identified relative risk factors for recurrent highrisk polyps.
The 2013 post-polypectomy surveillance guidelines developed by the European Society of Gastrointestinal Endoscopy recommended a 3-year repetition of surveillance colonoscopy in patients with high-risk adenomas at first or subsequent surveillance Fig. 1 . Distribution of repeated high-risk polyps according to size, number, and pathology. The recurrence rate of high-risk polyps was higher in patients with higher numbers of adenomas (15.8%) than those with larger adenomas (9.2%) or high-risk pathology (8.9%). 13 A previous study of 895 patients with a baseline neoplasia of <10 mm reported that the risk of advanced neoplasia was 4.6% for 1-2 adenomas and 11.9% for >3 adenomas. 5 In the present study, the risk of recurrent high-risk polyps was 3.2% for 1-2 adenomas, 16% for 3-9 adenomas, and 39.1% for >10 adenomas. As shown in Fig. 1 , the recurrence rate of high-risk polyps was higher in patients with higher numbers of adenomas (15.8%) than those with larger adenomas (9.2%) or high-risk pathology (8.9%).
Larger polyps were a risk factor for recurrent high-risk polyps in numerous previous studies, defining the index colonoscopy as one or more adenomas or a negative finding. 3, 5, 11, 22, 23 Although most studies reported size as a significant factor, some did not. Neither van Stolk, et al. 24 nor Bonithon-Kopp, et al. 14 found size to be a significant predictor of metachronous advanced adenomas. Likewise, polyp size was not a risk factor for recurrent high-risk polyps in the present study. These results suggest that a multiplicity of polyps might be considered a more important factor than size or pathology for surveillance intervals for high-risk polyps. Interestingly, the combination of three non-risk factors decreased recurrence of high-risk polyps, and there were no recurrent high-risk polyps in patients with all three non-risk factors (Table 3) . The results confirm these three risk factors and suggest that risk stratification is needed to determine surveillance intervals for patients with high-risk polyps. At a minimum, the surveillance interval for patients without any of the three risk factors should differ from that of patients with one or more risk factors.
This study has several limitations. First, we could not precisely analyze withdrawal time as a possible risk factor for recurrent high-risk polyps, because withdrawal time included polypectomy time. Second, we had no information of alcohol taking and smoking in our data. Third, this study was retrospective in design with a relatively small sample size. Therefore, a large, multicenter, prospective study will be necessary in the future to confirm these risk factors for recurrence of high-risk polyps.
In conclusion, patients who are male, and have poor bowel preparation and multiplicity of polyps are more likely experience recurrent high-risk polyps compared with patients without these factors, suggesting that risk stratification for adequate surveillance is needed, based on these three risk factors.
